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19th CardioVascular Summit: TCTAP 2014Case Summary:
At the start of the procedure, we thought this event was acute coronary syndrome due
to plaque rupture. After the ﬁrst ballooning of the lesion, the ante grade ﬂow were
restored but diminished.We decided to take IVUS image. The IVUS showed that the
wire (Runthrough) was positioned at pseudo lumen from the site of totally occluded.
From the IVUS image we found out the entry point to the pseudo lumen was near the
diagonal brunch and same direction to the diagonal brunch. We inserted another guide
wire (Sion Blue) with crusade on Runthrough. We manipulated the Sion Blue using
the diagonal brunch as a land mark. We succeed to put the wire in another space
relatively with ease. The IVUS image conﬁrmed the Sion Blue was in true lumen. We
dilated the lesion ﬁnally with the 2.25mm balloon and ﬁnished the procedure with
TIMI III ﬂow. The 12 leads electrocardiography showed T wave inversion in left
precordial leads.
From the IVUS image, we suggested the etiology of this event was spontaneous
coronary dissection. Moreover, from the past history event coronary spasm, the
dissection might be due to coronary spasm.
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Patient initials or identiﬁer number:
T.I (ID number 32663)
Relevant clinical history and physical exam:
62-year-old male had a history of CABG (LIMA to LAD) due to AMI at the other
hospital in 15 years ago. He took aspirin and stain after the operation.
In August 2011, he was transferred to our hospital because of acute chest oppression.
On arrival ﬁndings, his blood pressure was 144/72 mmHg, his heart rate was 84 bpm
and the respiratory rate was 22/min.
Relevant test results prior to catheterization:
ECG showed the ST elevations in I, aVL and V2-5 leads. UCG showed akinesis of left
ventricular anterior wall and the ejection fraction was approximately 35%, and these
ﬁndings indicated the recurrence of anterior STEMI.
Relevant catheterization ﬁndings:
CAG showed total occlusion of proximal LAD in native coronary artery. Left internal
mammary artery (LIMA) was also occluded at mid portion. We diagnosed the anterior
STEMI due to acute occlusion of LIMA.
[Interventional Management]
Procedural step:
Guiding catheter LR-4 6Fr was engaged to LIMA via right femoral artery. Floppy
wires were easily crossed the lesion of LIMA to LAD. We performed pre-dilatation
with 2.0mm balloon. IVUS showed much plaque in the culprit lesion of LIMA. We
deployed DES 2.5x32mm in the lesion of LIMA. Final angiography showed good
dilatation and reperfusion.E/Acute Coronary Syndrome: STEMI, NSTE-ACS S77
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19th CardioVascular Summit: TCTAP 2014Adjunctive Procedures: Thrombectomy,
Plaque Modiﬁcation, Others
(TCTAP C-023 to TCTAP C-036)
TCTAP C-023
An Amazing Experience of Aspiration Thrombectomy
Tak-Shun Chung, Pierfrancesco Agostoni
United Christian Hospital, Hong Kong, China
[Clinical Information]
Patient initials or identiﬁer number:
Koot, R H A
Relevant clinical history and physical exam:
A 41 years old gentleman, who enjoyed good past health, presented with acute chest
pain while he was playing with his son. His ECG showed ST elevation at lead V2-5.
Relevant test results prior to catheterization:
Other blood results were normal.
Relevant catheterization ﬁndings:
His coronary angiography showed right dominance system. RCA and LCx were
normal looking. Mid LAD acute occlusion was seen.
[Interventional Management]
Procedural step::
Left Anterior Descending (LAD) artery was engaged with a CLS 3.5 guiding
catheter (Boston Scientiﬁc). Wiring was started with Sion blue (Asahi). It was very
difﬁcult shortly after the mid LAD obstruction. Another Pilot 200(Abbott
Vascular) was used. Still cannot pass to distal vessel. Aspiration thrombectomy
was performed with QuickCat Extraction Catheter (Spectranetics) at the mid LAD
occlusion site. A long piece of whitish material was aspirated out. However,
coronary blood ﬂow not regain after performing aspiration thrombectomy. Eagle
Eye (Volcano) IVUS was used to deﬁne the nature of lesion. With IVUS, a clear
picture of dissection of the entire mid- LAD was seen. IVUS -guided wiring of the
true lumen was performed and was success. Then the lesion was re-dilatation with
semi-complian balloon, Sapphire 2.0 x 20mm (OrbusNeich), up to pressure 16atm.
A bare metal stent, Skylor 2.5 x 20 mm (INVATEC), was deployed and mid- LAD
was post dilated with a non-compliant balloon, Beo 3.0 x 10 mm (Vasculaper-
spectives), up to 18 atm. There is still residual dissection beyond the stent from
IVUS assessment. It was decided to manage with prolong balloon inﬂation with a
semi-compliant balloon, Sapphire 2.5 x 20 mm(OrbusNeich), up to 10 atm.
Dissection was sealed with good angiographic result. LAD regain TEMI 3 ﬂow
after procedure. We had sent the piece of material for pathological analysis. The
result turn out to be a part of the intima and media.
In conclusion the patient is likely suffering from mid LAD acute occlusion caused by
spontaneous dissection. We misunderstand the pathology to be plaque rupture and
thrombosis from the beginning of procedure. And we had aspirated out part of the
dissection ﬂap during the procedure.S78 JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASE/Adjunctive Procedures: Thrombectomy, Plaque Modiﬁcation, Others
